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Children's Oral Health in the Forefront ——

Introduction—Improving
Children's Oral Health
Takes Leadership!

The Surgeon General of the U.S. issued a
major report on Oral Healthin 2000 and a
challengeto take oral health seriously asan
indicator of overall health. That report
called oral health"asilent epidemic” and it
called for new policy initiativesto prevent
oral diseases and to address the related
problems of access and affordability that
make screening and treatment difficult for
many families.

Research shows that most people under-
estimatetheimportance of oral health, and
few connect achild'soral health to their
total health, social conditions, and achieve-
ment. Too often, citizensfeel theissuesare
"merely cosmetic" Y et, statistics are
shocking: In Washington state, moder-
ate-tolow-incomefamiliessuffer dispro-
portionately. Twenty percent of children
suffer 84 percent of the overall tooth de-
cay, yet only 20 percent of children aged
1-3whoareeligiblefor medical assis-
tance actually receive dental care

Northwest Bulletin: Family and Child
Health, with the generousfinancial and
staff support of Washington Dental
Service, is addressing this issue to help
increase the awareness and involvement
of professionalsinimproving oral health.

The state reports indicate that there is
much being done and that thereis
increased understanding and willingness
of health care providers and dental
professionalsto collaborate. Other
articles point out the overall health
impact of dental caries, which cause
children considerable pain, affect their
speech and nutrition, and affect the
growth of permanent teeth.

Oral Health, A Regional

Perspective
by Forrest Peebles, DDS

Inarecent New Y ork Timesarticlediscussing
currenttrendsin child healthcare, Dr. MarieC.
McCormick, aresearcher at theHarvard Center
for Children’ sHealth, reported one surprising
[emphasisadded] finding, “ ... that fewer than
half of all childrenunder 18 saw adentistin
1996. ... Although dental careiscovered by
Medicaid, thefamiliesof many childreneither
do not take advantage of it or cannot find a
dentist who accepts Medicaid, experts say.
Thedatafor Black and Hispanic childrenwere
evenmoregrim....” Thosefindings probably
come as no surprise to anyone working with
Head Start programsor serving low-income
populations. Addressing the lack of accessto
oral health carewas cited asahigh priority in
recent meetingswith health care staff in the
four states served by Region X.

To bring attention to the worsening trend, the
Surgeon General presented areport* on ora
health last year. The Health Resources and
ServicesAdministration (HRSA) and theHealth
CareFinance Administration (HCFA) have
collaborated ontheir own Oral Health Initiative
to direct resources of the agencies to develop
federal activitiesthat addressthecrisis. And,
most important, state and local health depart-
ments and local organizations have devel oped
strategies and coalitions to bring attention to
the problem at the state and local levels. The
HRSA/HCFA initiative has hel ped support
several meetings of key decisions makers and
thosewith acritical rolein finding solutions.
Continued on page 2
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Oral Health, A Regional Perspective
continued from page 1

Joint agency funding brought state Medicaid staff, state dental associa
tion representatives, state dental directors, federal staff, and others
together both at anational level and at some state-specific meetings. If
resources are available, one of the initiative's goalsisto continue the
individual state meetings. It ishoped that each state in our region will
have support for asimilar meeting in the next two years.

A major problemisadiminishing number of dentists. According tothe
American Dental Education Association, approximately 6000 dentistsare
retiring each year, whileonly 4000 are graduating from dental school.
The number of dental hygienists hasincreased only slightly in the past
twenty years. These trends are of particular concern in the Northwest as
there are only two dental schoolsin the four states, and both have
decreased class size as compared to the 1970s. To address this short-
age, the National Health Service Corps hasre-instituted the dental
scholarship program to help increase the number of dentists availableto
underserved populations.

Accordingto Dr. Burton Edelstein, Director of the Children’ sDental
Health Project, “dental disease speaks about more than teeth — it speaks
volumes about achild’ slife environment, general health, and personal
welfare. If oral health can beforgotten, kids can beforgotten.” Expand-
ing on Dr. Edelstein's comment, oral disease in adults should not be
overlooked. Oral diseaseisafamily problem and will only beresolved
when everyone in the family has access to good oral health care. Recent
studies have clearly demonstrated that oral disease is an infectious
disease process, and the bacteria are passed from the primary care giver
to the child at avery early age. Unfortunately, publicly financed adult
dental care haslittle support. If adult Medicaid coverage exists, itis
typicaly very limited. And, when state budgets are debated, adult
dental careisoften chosen asa“luxury” that can be eliminated.

Thereis some good news. Each of the four statesin the region hasa
number of creative activities going on to address the problem. Most of
the states have active local and state oral health coalitions. Washington
has expanded its ABCD (Accessto Baby and Child Dentistry) pilot
program. Oregon was selected to participatein the National Governor’s
Association Policy Academy on Oral Health. Last year Idaho completed
a"“Seal 1daho” campaign. Alaska has successfully started new, and
expanded existing, dental programsin the state’scommunity health
centers. Severa foundations have provided financial support to various
effortsin the states, including Washington Dental Service Foundation
and the Northwest Health Foundation. The unprecedented attention to
thisproblemispromising for improved oral health opportunitiesinthe
Northwest.

Forrest Peebles is the Regional Dental Consultant in the HRSA Seattle Field
Office. Dr. Peebles practiced dentistry in rurad communities and in community
health programs before joining HRSA.

* Executive summary of the Surgeon General's Report can be found at
www.nidcr.nih.bov/sgr/execsumm.htm.
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Editorials from a Dental and a Medical Professional

Collaborationis Essential
by Bryan Williams, DDS, MSD

The nation’ stertiary care children’ s hospitals are the refuge of
last resort in the dental health safety net for children. Every
day, asafull-time pediatric dentist in atertiary care hospital, |
see the devastating effects of dental disease on the well-being
of children. Untreated dental disease causes pain, swelling
and suffering for children. Their familiesturnindesperationto
our emergency servicesdepartment for care. Carieswhich
could have been prevented or treated at an incipient stage can
end up creating afacial cellulitiswhich canrequireanin-
patient admission, intravenous antibiotics, and an operating
room procedurefor anincision and drainage.

Dental cariesisthe most prevalent chronic diseasein child-
hood, yet access to care for children in need is a severe
problem that is now considered a public health crisis. Many
timesthe problem with dental cariesbeginswell beforethetime
most childrenvisit adentist. By age 6-8, morethan half of all
children experience dental decay. Additionally, since many
childrenwith cariesarein economically disadvantaged
families, funding support for their care either comesfromthe
Medicaid program or isnon-existent. Distribution of dentists
is uneven, active participation by dental officesin the Medic-
aid programislimited, and there arefewer dentists. These
factors place a significant burden on the community safety net.

This public health crisis requires aconceptual shift away from
identifying dental problems as specifically owned by the
dental profession. Thisproblemisof a magnitude and scope
beyond the dental profession's ability to manage it.

Howthemedical community can help

Asapersoninvolved in primary health carefor children, your
involvement canbeinvaluable. First, al primary careproviders
have an opportunity to influence public health policy. We
need a common will to support access to preventive modalities
aswell astreatment for these children.

Themost effective, universally beneficial, public health
measureto reduce dental cariesiscommunity water fluori-
dation. Solid scientific data supports the efficacy and safety
of fluoridation. Itisalso avery cost-effective public health
measure, with each dollar spent in community water fluorida-
tion saving approximately one hundred dollarsin restorative
dental costs. Asaprimary care provider, thereis no question
that your support for fluoridation and other dental public
healthinitiativeswill beof immensevalue.

Additionally, and unfortunately, many children are beyond the
point where preventive modalities can alonefulfill their needs.

Continued on page 4

Provider Involvement is Crucial —
by Danette Glassy, MD

Sciencetellsusora heathisapart of total health. Dental
cariesisan infectious, transmissible disease. But our care
systems have created a disconnect between primary care
providersand dental providers, which hasleft some children’s
oral healthat risk. Asprimary careproviders, particularly
because we see more young children more often than any
other group of providers, we are in the position to start
bridging the gap and preventing disease. We can begin by
including achild’ s mouth as part of achild’sbody at each visit
in our offices and creating an easy bridge for families between
their primary health careand their dentist. From the point of
view of apediatrician, there are some basic steps we can take
as physicians, pediatric nurse practitioners, public health
nurses, WIC nurses, or othersto lay the planks on that bridge.

Assess

Oral health should be aroutine part of overall health assess-
ments. When we see children for well child checkups, EPSDT
exams, or when their parents bring them inwhen they aresick,
we have an opportunity to assess by:

Doing“LifttheLip” exams—liftingthechild slipand
looking at the teeth. The earliest signs of decay appear as
agenera loss of translucency or reflectiveness of the
enamel, much likelooking at frosted glassor flat paint.
Brown or yellow spots or carious lesions on the teeth are
more obvious symptoms of early dental caries.*

Treatand Refer

Like any assessment, the next step istreatment or referral :
Encouragethefirst dental exam by age 1. The American
Academy of Pediatric Dentistry recommendsthis, and the
American Academy of Pediatrics recommendsthat dental
evaluations as early as one year may be appropriate for
some children. Start kids off with regular assessments
and capture a health education “moment of opportunity”
with parents.
Tell parents about fluoride supplementsif the child does
not routinely drink fluoridated water.
Recommend use of a“ pea-sized” amount of fluoride
toothpaste for children over 12 months of age.

Apply fluoridevarnishfor children at highrisk.
Refer to dental providersfor urgent care needs.

Refer familieswithout insurance to agenciesthat help low
incomefamiliesfind coverageand care.

Educate

Pediatricians, other primary careproviders, and their staffsare
trusted sources of information, and each office visit presents
an opportunity. If you do not already deal with these topics,

Continued on page 4
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Editorial by Dr. Williams,
continued from page 3

Y ou can be of help in supporting public initiativesto improve
accessto treatment facilitiesfor children.

Asaprimary care provider, you have the unique advantage of
seeing the child early inlife. Inaddition, you may bethefirst
stopinadental emergency. Inrecognizing oral health prob-
lemsasoverall child health problems, you can help by
including basic dental disease evaluation and oral health
counseling inyour regular well-child visits. The caries process
can be prevented or arrested with timely interventioniif itis
caught initsearly stages. Counseling regarding diet and
improved oral hygiene may be of major benefit in preventing or
reversing this early stage caries. Y ou have built arapport and
understanding with the parents so that communication from
you about prevention has a good opportunity to be effective.
In somechildren, timely and frequent intervention with topical
fluorides may be beneficial in arresting the disease process. In
those children who have active disease beyond theinitial
stages, referral to treatment resources can intercept the
problem at apoint whereit can still be managed without
complex and expensivetreatment.

In your practice you, no doubt, get a surprising number of
guestions from parents about teeth, dental alignment, tooth
eruption and other soft tissues of the mouth. Unfortunately,
your training may haveill-prepared you for the nature and
volume of these questions. A few simpleclinical tipscan
provide answers and action plans for many of the common
situations that present themselves. Dentistry is beginning to
realizethat itisour responsibility to provideclinically useful
training for the primary care practitioner. | urgeyoutotake
advantage of the educational opportunities that are becoming
available.

History hasraised some artificial barriers between our profes-
sions. Thewell-being of childrenisat stake and we must work
together to help solve the child health tragedy of dental
disease.

Dr. Williamsis the Director of the Department of Dental Medicine at
Children's Hospital and Regional Medical Center.

NOHIC (National Oral HealthInformation Clearing-
house) isaservicefor the Nationa Institute of Dental
and Craniofacial Research. Freepublicationsare
provided on many oral health disordersincluding oral
cance.

NOHIC, 1NOHICWay, Bethesda, M D 20892-3500
www.nohic.nidcr.nih.gov
email: nohic@nidcr.nih.gov 301/ 402-7364

Editorial by Dr. Glassy
continued from page 3
now isthetimeto start:
Let parents know how to prevent early childhood caries
(baby bottle tooth decay).
Help parents understand the importance of taking their
baby to the dentist at age one whenever possible.
Provide nutrition counseling, especially avoidance of
sweet, sticky snacks.
Recommend use of mouthguardsfor children participat-
ing in contact sports.

K nowyour community
Do you know if the community water supply isfluori-
dated?If itisnot, and if thereisacampaign for water
fluoridation, get behindit!
Do you know the local pediatric dentists? Do you know
general dentistsskilled in caring for children andif they
takekidson Medicaid? Arethere community dental
clinics?
Isthere aprogram to increase children's access to dental
careinyour state? (e.g., Access to Baby and Child
Dentistry [ABCD] isaprogram in Washington state.)

We can bethe bridge, thelink to improving children’soral
health. We see more young kids than any other group of
providers. Let’'s“watch our mouths,” and speak up and work
forkids' oral health!

Dr. Glassy isPresident, Washington Chapter of the American
Academy of Pediatrics.

* Bright Futures in Practice: Oral Health, Guidelines for Oral
Health Supervision for Health Care and Dental Professionals.
National Center for Education in Maternal and Child Health, 1996.
Available from National Maternal and Child Health Clearinghouse,
703-821-8955 or www.nmchc.org.

Preterm Births and Oral Health

New research is showing that there is an association between
periodontal diseaseand preterm births. Preliminary results
from astudy of pregnant women show an eight-times higher
rate of preterm births among those with serious gum disease.
Thefindingswerereported at the American Dental
Association’ sNational MediaConference, June 2000.

Healthy Mothers Healthy Babies indicates that severe gum
disease may affect the births of as many as 45,000 babies each
year in this country. Pregnant women are encouraged to have
dental examsearly in pregnancy, to brush and floss daily, and
to be eat nutritious foods.

Contact the ADA: www.ada.org

Contact Healthy Mothers Healthy Babies: www.hmhb.org
Reference: MarjorieK. Jeffcoat, DM D, Dept. of Periodontics,
University of Alabamaat Birmingham
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The Face of a Child

Surgeon General Calls Oral Health a Silent Epidemic

by Wendy Mouradian, M.D.

Oral healthisanimportant part of children’ soverall healthand
quality of life. The Face of a Child: Surgeon General’s
Conference on Children and Oral Health* was held June 12-
13, 2000inWashington, DC after therelease of Oral Health
in America: A Report of the Surgeon General .2 Key findings
from the report and conferencefollow.

TheProblems

Cariesisthe most common chronic disease of childhood,
affecting five—seven times as many children asasthma. Dental
cariesisinitiated by pathogenic bacteriathat can spread from
mother to infant. Early childhood caries (baby bottle tooth
decay) isarampant form of the disease often associated with
inappropriatefeeding practices.

Childrenwith neglected dental related illnessmissan esti-
mated 52 million hours of school per year, and asaresult many
suffer seriousmedical complications. Often such children are
treated in emergency rooms and may require costly operative
treatments.

Cleft lip/pal ate, one of the most common birth defects, has
significant long-term conseguences. Tobacco use among
teensand oral and craniofacial injuries can also become
important oral health problems.

Good oral health habitsin young children need to be encour-
aged to avoid health concernsin later life. For example, path-
ogenic oral bacteria associated with periodontal disease have
been associated with conditions ranging from preterm birth
and low birth-weight babies to diabetes and heart disease in
adults.

Access

A critical problemisthedisparity in children’ saccessto oral
health care. Children at greatest risk for oral health and access
problemsarethosefromlow-incomeand/or minority families,
thosein dental care shortage areas, and children with special
health care needs. AmongMedicaid-eligiblechildren, fewer
than oneinfivereceive asingle preventive dental visitina
year.? Almost threetimesas many children lack dental
insurance aslack medical insurance. Dental careisnow the
most prevalent unmet health need for children.

Childrenwith Special Health Car eNeeds

Dental careisalso the most prevalent unmet health care need
for children with special health care needs.® Dentists may not
becomfortabletreating these children. Childrenwith craniofa-
cia conditions often have difficulty accessing needed dental
and orthodontic care to move or replace congenitally abnormal

(or absent) teeth. Primary care providers need to be aware of
the potential oral health complicationsof chronic medical
conditionsand their treatment.®

Some Solutions

Dental cariesis preventabl e through acombination of commu-
nity, professional, and individual measures-including water
fluoridation, professional application of topical fluorides, and
dental sealants, use of fluoride toothpastes, proper infant
feeding practices, and diet. Dental caries may bereversed if
diagnosed early beforeit resultsin frank cavities. Fluoride
hel pspromoteremineralization.

Oral health must become apart of primary care. A good
starting point is Bright Futures? guidelinesfor oral health
promotion and disease prevention in primary care. These
include risk assessment, anticipatory guidance, appropriate
parental counseling, and dental referrals. Other resourcesare
available.®® In somecommunities, pediatriciansapply fluoride
varnishesto teeth of highrisk children. Primary caremedical
providers can advance children’ s oral health by working with
their dental colleaguesto establish referral networks and
advocate for water fluoridation. Thereisaneed for more
dentiststrained to treat infants and young children.

To be effective, effortsto improve children’ soral health
problems must be considered in the context of children’s
overall health and development, family needs, and cultural
needs. Community sites such as WIC centers, Head Start,
developmental centers, and schoolsareideal for partnering
with other professional s-including nutritionists, social
workers, educators, and occupational/physical therapists.
Because prevention must start early, all providersworking with
young children must be knowledgeabl e about oral health and
itsimportance.

I ntegr ation of M edicineand Dentistry

The separation of medicine and dentistry has an additional
impact on oral health care and accessto care. Pediatricians
may lack the knowledgeto effectively promote children'soral
health.’® Dentists may not recognize signs of systemic disease
or abuse and neglect. They may not be comfortable providing
care to young children or to those with special health care
needs. Pediatric dentists see younger and more complex
patients, but represent a small percentage of practitioners.t

Community andlocal partnershipsarealsocritical. The
disparitiesin children’s access to care cannot be solved by a
single group. Partnerships are needed that involve providers
of pediatric dental and medical care, professional associa-
Continued on page 6
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The Face of a Child

continued from page 5

tions, educators, researchers, parents, policymakers, and the
private sector. Thekey will be sustaining the momentum
created by the Surgeon General’ s report and the June 2000
conference.

Dr. Wendy Mouradian was the chair of “The Face of a Child:
Surgeon Genera’s Conference on Children and Oral Hedlth.” Sheisa
generd and developmentd pediatrician and was formerly the Director
of the Craniofacial Program at Children’s Hospital and Regional
Medical Center in Seattle. She is currently on loan to the National
Institute of Dental and Craniofacia Research at NIH, and also works
at the Center for Comprehensive Oral Health Research at the
University of Washington.

1The Face of a Child: Surgeon General’s Conference on Children and
Oral Health, June 12-13, 2000, Washington, DC

2U.S. Department of Health and Human Services. Oral Health in
America: A Report of the Surgeon General-Executive Summary.
Rockville, MD: U.S. Department of Health and Human Services,
Nationa Institute of Dental and Craniofacial Research, National
Institutes of Health, 2000. p 1; 5-6.

3 U.S. Inspector Generdl. Children's Dental Services under Medicaid:
Access and Utilization. U.S.DHHS. San Francisco 1996. Publication
OEI 09-93000240.

* Newacheck, P., et al, "The Unmet Hedlth Needs of Americas
Children." Pediatrics. 2000: 105 (4 parts 2): 989-997

® Newacheck, P., et a, "Access to Health Care for Children with
Specid Health Care Needs." Pediatrics. 2000: 105: 760-766

°Nowak, A.J., ed., The Handbook, 2 ed. Chicago: American
Academy of Pediatric Dentistry, 1999.

7Cassamassimo, P., ed., Bright Futuresin Practice: Oral Health,
Nationa Center for Education in Maternal and Child Health,
Arlington, VA, 1996.

8 Edelstein, B.L., "Evidence-based Dental Care for Children and the
Age One Dentd Visit," Pediatric Annals 27:9; 569-574 1998.

9 Milgrom, P., and Weinstein, P., Early Childhood Caries: A Team
Approach to Prevention and Treatment, University of Washington
School of Dentistry, Seattle, 1999. Available from Continuing Dental
Education, Box 357137, University of Washington. Telephone: (206)
543-5444; Fax: (206) 543-6465.

0] ewis, C.W., Grossman, D.C., Domoto, P.K., Deyo, R.A.,
"Role of the Pediatrician in the Oral Health of Children: A
National Survey," Pediatrics, 2000. Vol. 106. No.6 E84.
www.pediatrics.org\cgi\content\ful\106\6\e84

11Mouradian, W., Wehr, E., Crall, J.J., "Disparities in Children’s
Ora Health and Access to Care," JAMA. Vol 284 (20) 2625-2631,
November 22/29, 2000.

Oral Health in Primary Health Centers
by Mark Koday, DDS, and Talibah Chiku

TheNorthwest Regional Primary Care Association (NWRPCA),
amember of the Northwest Bulletin Editorial Board, received
pilot dollarsfrom HRSA toimplement aCommunity Health
Center (CHC) Group Mentoring Project. CHCsorganizedthem-
selvesto mentor leadership in new health centers. Oral healthis
oneof theissuesthe 45 centersin thisregion have organized
totakeon. Oneway the CHCsmentor and shareinformationis
through a dental group list-serve led by Mark Koday. The
following aretwo examplesof how CHCs are starting to deal
with the oral health issues and reach out to their communities.

Migrant/Community Health Centers(M/CHC)

Y akimaValley FarmWorkersClinic(YVFWC) serveslowin-
comeand migrant farm workersand residentsof Central and
Southeastern Washington and Northeastern Oregon. Toin-
tegrate dental and medical services, Y VFWC dental programs
have set up priority accessto the dental clinic for specific
medical referralsfrommedical clinicsand WIC departments.

TheYVFWC medical programsintheWashingtonclinicsare
now delivering direct dental preventative services. Aspart of a
newly established project, the medical programsapply fluoride
varnish to children’ steeth at well-child checks and teach oral
hygieneinstructions. The goal isthreeto four fluoride applica
tionsby age2. Children with specific dental problemsare
referred to dental programsfor follow-up.

TheYVFWC asohasacomprehensive AIDS/ HIV + treatment
program called theNew Hopeclinic. All New Hopeclientsare
case managed and referred to dental department for comprehen-
sivecare. Referralsflow from the dental department tomedical
department aswell. Blood pressures aretaken on all dental
patients, and those who have high blood pressure are referred
tothe medical department for care. It isimportant that services
in C/MHCsareintegrated if we areto achievethe health
improvementsthat we have long fought for in our communities.

Klamath Oregon Clinic

For the past five years, Bonnie Lederman, dental director with
the Oregon Klamath Open Door Family PracticeClinic, has
advised dental hygiene students at Oregon Institute of Tech-
nology (OIT). The students organized a program to screen
school children. Thechildrenreceiveexamsincluding radio-
graphs, oral hygiene instructions, exams by dentists, and
sealants. The clinic has agreed to continue treatment even after
the school term ends. This collaborative oral health and primary
carelearning opportunity linksthe health center with an
academic institution to identify young dental patients and to
foster access to dental hygiene students.

Mark Koday is Dental Director, Yakima Valley Farm Workers Clinic.
Talibah Chiku is Clinical Program Manager, Northwest Regional
Primary Care Association.




Reframing Oral Health for Lasting Change

by Richard Brandon, PhD, University of Washington, Human Services Policy Center

Policy change requires public understanding of the issues

and awill to act. Research has demonstrated that citizens are

not aware of oral health problems or their solutions. They

view oral health asapersonal responsibility without under-

standing how communities can play arole.

»  Ora health problems often begin early and grow bigger.

*  Children’soral healthisanimportant, overlooked
component of overall health.

» |f oral diseaseisnot treated early, achild’ s health and
achievement areat risk.

» Disease keeps kids out of school and, later, out of work.

»  Sealantsand fluoridesare asimportant in protecting
against disease asimmunizations.

*  Medical research has given us ways to protect children
so they won't have to see a dentist as often, but we must
get them into prevention and care early.

»  Solutionslanguish in legislatures because children don’t
vote and most people don’'t understand the connection
between oral health and achild’ soverall health.

e Children’soral diseaseispreventable, and

*  Children’soral healthistheentirecommunity’ sconcern.

CreatingL astingChangeT hrough Palicy Change

Most Americans favor the policy options that oral health
expertstell uswould make adifferencefor children. Among
those policies currently under consideration by Washington's
Citizen'sWatchfor Kids Oral Health (seenext column) are:

» fluoridation of public water supply systems serving more
than 1,000 people

» incorporation of oral health componentsinto comprehen-
sivephysical examinations

*  expansionof community dental health clinicswith
attention to securing dentists to staff such clinics

» effectiveimplementation of Medicaid guidelinesprovid-
ingforinitial dental examination of childrenat age1

* incentives(e.g., tax credits, reimbursement rates) to
dentists serving Medicaid-covered and low-income
children

»  provision of continuing education for primary health care
professionals on pediatric dentistry in the context of
culturally diverse community needs

* expansion and streamlining student | oan repayment
program for dentists who agreeto practicein areas of
need

Advocacy requires the mobilization of community resources
to accomplish a change of public understanding and behav-
ior. Onthisand thefollowing pages are many examples of
how thisis happening in Region X. To find out more, check
http://ww kidsora health.org

Family and Child Health

An Example of Tc“
Advocacy:

To move policy, you need

support. To increase

support, you need aware- M “ T H
ness and understanding of

theissues. To increase
awareness, you need many t-lllmu Wateh for Kids' Dral Realth

handsto deliver theinforma-
tion. A coalition of Washington state health, business,
labor, and children’s groups has responded to the
Surgeon’ sGeneral call toimprovechildren’soral health by
gathering those hands. They have formed the "Citizen’s
Watchfor Kids' Oral Health.” The coalition kicked off a
public awarenesscampaignin January, mobilizing member
communications channels to reach a broad cross-section
of the state’s population.

Called "Watch Y our Mouth," the campaign aimsto
increase understanding and support for children’'s oral
health issues. It isimportant to let the community know a
child'soral healthimpactsthe child'soverall health, and
that there are things that can be done to improve children's
oral health—but parents can't do many of them. The
community hasto do them.

The campaign is designed to create the needed community
will to support future policy initiatives. It hasfour critical
elements:

* astrategic communicationsand policy coalition,
* aresearch-based communications effort,
» momentum for policy changein Washington, and,

 templates with “lessons learned,” developed for
potential national deployment.

Resear ch Driven CommunicationsStrategies

The campaignisgrounded in communicationsresearch
conducted by the FrameWorks Institute. The campaign
employs grassroots communication through the Citizen's
Watch organizationsaong with massmedia. Edgy,
creative, and clear messages (such as*“Watch Y our
Mouth!™) are being used to communicate that overall
health isthe sum of its parts—and that oral health must be
one of those parts.

Tofind out more, contact: Citizen'sWatch for Kids Oral
Health, Washington KidsCount, Box 353060, University
of Washington, Seattle, WA 98195, or 206/616-1833, or
visitwww.KidsOralHealthWatch.org .
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State Reports: Alaska and Oregon

Alaska Focuses on Improving Access to Dental Care
by Brad Whistler,Chief, Medicaid Services Unit, Alaska Department of Health and Social Services

Alaska, like many states, has been working to increase access
to dental servicesfor low-incomechildrenandtheir families.
Accessto dental carefor children enrolled in Medicaidisa
long-standing concern in many areas of the state. 1n urban
areas, most private dentists participatein Medicaid. However,
many do not accept and/or limit children enrolledin Medicaid
asnew clientsintheir practices. Whilethe recent Medicaid
expansion under SCHIP has provided increased health cover-
age and significant increases to preventive health services, it
has further strained the ability to find private dentiststo see
recently enrolled childrenintheprogram. Inmoreremote areas
of the state, dental services continue to be provided on an
itinerant basislargely by the Alaska Native health corpora-
tionsand tribal providers.

Staff in the Medicaid program convened meetings with the

state dental association to improve access by increasing

private dentists participation inthe program. Meetingsheld

between February-May 2000 resulted in thefollowing:

»  Changing the claim processing system to pend claims
withincomplete/inaccurateinformation, allowing staff to
work with dental officesto promptly resolveclaims.

* Removingservicelimitsfor teeth cleaning and oral exams
for children, avoiding denying claimsfor preventive
dental servicesthat comeinto the system earlier than six
monthsfromthelast dental exam.

»  Streamliningclaimsprocessing: standardizingdental claim
forms, accepting claimsregardless of wherethe dental
procedure code waslocated in CDT coding, and increas-
ingavailability of electronicbilling.

* Adding new procedure codes for sedative fillings, anal-
gesia, and therapeutic drug injection for treatment of adult
dental emergencies.

* Revising/reformatting dental provider billingmanuals,
reformatting provider training, and developing aweb site
tomaketheprogrammoreprovider friendly.

»  Clarifingto providersthat enrollmentin Medicaid does
not restrict the providers ability to make practice deci-
sions on the number of adult and/or children enrolled in
Medicaid that they will accept into their practice.

»  Changing compliance auditsto encourage more communi-
cation between auditors and dentists to resolve concerns
early in the audit process and provide timely feedback on
auditfindings.

Beyond the M edicaid program, Alaska’ scommunity health
centers arelooking at adding dental servicesin the clinics and/
or expanding dental service in the one health center that offers
these services currently (Anchorage Neighborhood Health

Center). Nativehealth corporationsand tribal providersare
also looking at strategies to expand dental servicesincluding,
in some circumstances, provision of servicesto non-Native
children who have been unable to access dental services with
private dental offices. Whilealot of great work has been done
to improve access to dental services, there remains much to
do. Of dentistswith activelicensesin Alaska, 65% are age 45
and above and more than half of them have practiced in Alaska
15 yearsor longer. Accessto private dental offices could get
worse as older dentists reduce practice hours and/or retire
without new dentists moving to the state.

For more information e-mail: Brad Whistler@health.state.ak.us

Oregon Working to Close the
Access Gap

by Dr. Whitney Payne, Sate Dental Director

TheDental Health Program (DHP) seekstoimprovetheoral
health of Oregon’s children and, to alesser degree, adults.
DHP worksto decrease the number of children with decayed,
filled, or missingteeth; increasethe number of childrenwith
preventive dental sealantson their permanent molars; and
increase the percent of people served by community fluor-
idated water systems.

Currently, DHP coordinates the state-wide, school-based King
Fluoride Program, avolunteer programto bring fluoriderinses
and supplementation to vulnerable populations. This program
isan effort to overcome the tremendous lack of fluoridated
water systemsin Oregon. Only 24% of Oregon’ s population
receivesoptimally fluoridated water. (Oregonis45thintotal
optimally fluoridated water systems reaching popul ations of
10,000 0r more.) Coalitionshaveformed and are promoting
optimally fluoridated water in the most popul ous counties and
communitiesin the state.

TheDenta Programisalso promoting an Early Childhood
Caries education packageintended for all health care
personnel to identify and possibly treat rampant caries found
in the very young. This packet was disseminated statewide to
avariety of dental and medical practitioners.

Further, DHP providestechnical assistance and partnership
for dental sealant programsin operation in five counties.
Assistance is provided to local health departments, public
health programs, Head Start programs, and other partnersin
promoting preventive health activities/programs, providing
education, and gathering, interpreting and disseminating
current preventive dental health information and resources.
Continued on page 9
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Idaho Report

Advocacy to Eliminate Dental Disparities

by Lisa Penny, RDH, Oral Health Program Manager, |daho Department of Health and Welfare

Advocacy - n. The act of pleading or
arguing in favor of something, such as
acause.

Idaho’s oral health advocacy efforts
beganinearnestin May 1998, with
formation of theldaho Oral Health
Alliance (IOHA). IOHA worksto
improvethe general health of 1dahoans
by promoting oral health and increasing
access to preventive and restorative
services. Membersinclude representa-
tives of state and district health
departments, private and public dental
insurers, dental and health professional
associations, schools, educators, and
others. Sinceitsinception, IOHA has
worked to increase awareness of dental
needs, disparities, and evidence-based
solutions. 10HA also facilitates
collaborationsand initiatives built
around members' shared interests and

resources.
next column

Oregon, continued

To encourage access for this population,
aninitiativeis under way to reactivate
the pediatric dentistry graduate program
at thelocal dental school. Since
vulnerable populations of children have
more oral problems and less accessto
care, DHP wanted to educate a variety of
health care providerswho routinely
provide care for pregnant women and
childrenfrombirthtoage3. DHPis
actively involved in seeking funding for
thisinitiative. Itisan attempt to close
the access gap for Oregon’s Medicaid-
enrolled children, sincethevast majority
of Oregon’sgeneral dentists are uncom-
fortable seeing these patients.

Finally, the School-Based Dental Health
Project isan exploratory effort to de-
termine the feasibility to have state and/
or federally-funded dental care, under
appropriate statutory guidance, in
accommodating schools.

Themost significant oral health advo-
cacy effort to come out of IOHA last
year was Seal Idaho 2000. Sponsored
by the Idaho State Dental Association
(ISDA) in partnership with theldaho
Department of Health and Welfare, the
project goal was to provide free sealants
to all second grade children in need of
them. Almost 19,000 Idaho second
graders and their parents received
information about the project, the
benefits of sealants, and early preven-
tivedental care. Morethan $250,000
dollarsin free sealants were donated to
2,804 children by volunteer dentists and
their staffs.

A major outcome of the sealant project
wastheformation of new community
partnerships. Seal 1daho 2000 opened
communication between the dental
societies and school districts, health
departments, and the Governor’ s Office.
The governor promoted Seal Idaho
2000 and theimportance of children’s
dental healthin hisJanuary 2000 State
of the State address. A proclamation
signing with the governor, attended by
themedia, legislators, key policy
makers, administrators, and others
resulted in extensivelocal newsmedia
coverage. Television and radio
commercialsthat featured the governor
promoting sealants and early preventive
dental carewere aired statewide. On
several non-dental occasions, the
governor highlighted the sealant project
as an example of a successful public-
private partnership. Seal Idaho 2000
was ahighly visible project and helped
broaden public perception of oral health
asan integral component of total health.

Notable oral health advocacy efforts
have also resulted from strengthened
collaboration between the State MCH
Oral Health Program and the state dental
association, leading to increased
interest and understanding of how the

private dental sector and dental public
health can partner. ThisFall,ISDA
hosted a seminar on evidence-based
early childhood caries prevention for
dental and medical health careprovid-
ers and established a Public Health
standing committee. ISDA |leadershave
engaged in ongoing meetings with the
state health agency director to discuss
public-private solutions to strengthen
thedental public health infrastructure
and to increase access to primary
dental care. ISDA also asked the
governor to establish an Oral Health
Task Force.

Oral health advocacy effortsin Idaho
utilize avariety of opportunitiesand
venues. The state division of Medicaid
isworking to identify dental access
issues. Dataon children’soral healthis
published annually in the Idaho Kids
Count Book. A fall 2000 presentation at
the annual meeting of the Idaho Dental
Hygienists Association highlighted
findings and recommendations of the
Surgeon General’ sReport on Oral
HealthinAmerica. TheCoalitionfora
Healthy Idaho (CHI), agroup of
organizations advocating use of
tobacco settlement dollars for health
programs, requested funding from the
20001daholegislaturefor acomprehen-
sive early childhood caries prevention
program. While not funded, the
proposal heightened dental awareness
and knowledgeamong CHI members
andlegislators. CHI recommendations
tothe 2001 Idaholegislaturewill

reguest tobacco dollars to support
dental provider tobacco interventions.

Idaho advocacy effortsto eliminate
dental disparities through evidence-
based solutionswill continuein 2001.

For more information, call Lisa Penny at
(208) 334-5966 or e-mail at
pennyl @idhw.state.id.us.
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Washington Report

Linking Oral Health with Public Health

by Beth Hines, RDH, MPH

Oral Health programswithin the Office of Maternal and
Child Health, Washington Department of Health, facilitate
|eadership, learning, and support for community-based oral
health programs. Public health functions are integrated
into oral health program planning by local health jurisdic-
tions through ongoing training, technical assistance, and
statewideinitiatives. A number of activitiestook placein 2000.

The Smile Survey 2000 — An Oral Health Assessment of
Children was implemented statewide. A random selection
of 1- and 2-year-old children, Early Head Start and Head
Start participants, and second- and third-grade students
were surveyed. Analysis and reporting of the datais
under way.

Preliminary findings point to challengesfor both private
and public health leadership. Morethan 14 percent of
children ages 1 and 2 years, have already experienced
tooth decay with almost 12 percent in need of dental
treatment. Of childrenin Early Head Start and Head Start,
25 percent are in need of dental treatment. Of school
children in second and third grades, 56 percent exhibited a
history of cavities, with more than 21 percent having
untreated decay.

When stratified by race and/or ethnic origin, significant
differencesin oral health status appeared. Tribal children
screened were found to have significant levels of dental
disease and need for dental treatment. Restorative dental
treatment is needed by 51 percent of second and third
grade studentsin tribal school.

The Smile Survey 2000 Report will beready for distribution
inearly 2001. Assessment activities have also included
integrating oral health indicators within other surveys such
as L ead Poisoning Prevalence, Disability, Pregnancy Risk
Assessment Management System (PRAMS), and Behav-
ioral Risk Factor Surveillance System (BRFSS).

TheOral Health Program in Maternal and Child Health
placesapriority on providing practical toolsfor communi-
ties to use to prevent dental disease and to increase access
to dental carefor at-risk populations.
State-funded pilot projects have resulted in models
that can easily be adapted to other programs.
Health education and promotion materials have been
produced for Russian and Hispanic populations.
Guidelinesareavailablefor local dental sealant
programs, integration of oral health and maternity
support services, community assessment, oral health

Bright Futures — Oral Health is used as the standard
for anticipatory guidancein children’ soral health.

A federal grant has supported state and local oral
health coalition development. Annual conferences, a
list-serv, and web page support networking among
communitiesworking on oral health issues.

Community Roots — Guidelines for Successful Coali-
tions is a notebook available to groups seeking to
initiate or build community-based action toward
improved oral health.

Another successful public health initiative supported by
the Oral Health PrograminMaternal and Child Healthisa
community-based dental sealant program. The program
targets low-income schools, giving second grade children
the opportunity to have sealants placed on their first
permanent molar teeth. 1n1999, 7505 childrenreceived
dental sealants through this effort. Promotion of sealants
among the general populationisalso emphasized. Asa
result of thisinitiative, the number of children with one or
more sealants visible on a permanent tooth has increased
from 34%in 1994 t0 47%in 2000 (Smile Survey 2000
preliminary data).
Beth Hines managed the Oral Health Program in MCH. She changed
positions to become the coordinator for Adolescent and Adult
Immunizations earlier this year.
For Washington State Oral Health Information contact: Nancy
Reid, Manager, Child and Adolescent Health and CHILD Profile —
Maternal and Child Health, Office of Community and Family
Health, Washington State Department of Health,
nancy.reid@doh.wa.gov
Nancy Reid can also provide information about these materials:

Sealants Work! Washington State Dental Sealant Guidelines,

Tooth Tutor Curriculum grades K-6,

Smile Survey Screening Guidelines for county-based oral health

assessment in Washington state,

Community Roots for Oral Health — Guidelines for Successful

Coadlitions,

Assessment of Teeth for Community Based Sealant Programs

video,

Smile Survey 2000 — An Oral Health Assessment of Children

(not available until Spring, 2001),

Lift the Lip (video-4 minutes).

Fluoridevarnishtrainingavailable! Inaneffortto
promote oral health in young children, Washington
state’ sMedical Assistance Administration will provide
information and training to medical practiceson applica-
tion of fluoride varnishesfor Medicaid-insured children.
Contact Margaret Wilson, ARNP, 360-725-1658.

m in child care and school curriculums.
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Advocacy in Washington State

Children’s oral health advocates create projectsto increase
access to care, to train dentists, dental hygienists, and
assistants, to see young children, and to bring oral health
education to the community. Here are some notable examples:

Washington StateOr al Health Coalition (http://
www.childrensalliance.org/kidsteeth.htm) TheCoalition
con-sists of 40+ organizations, promotes oral health at the
state and local levels, and sponsors an annual conference
for oral health advocates from around the state.

AccesstoBaby and Child Dentistry Program (ABCD)
(http://mww.abcd-dental .org) apartnership to increase
accessto dental services among Medicaid-eligible
childrenfrombirthtoagesix.

Washington Dental Serviceand Washington Dental
ServiceFoundation (http://www.del tadental wa.com/
oral_health/default.ntm) work toimproveoral healthin
Washington through prevention, community outreach,
advocacy, and research programs. Programsinclude: the
SmileMobile, Cavity FreeKids, and grants.

Univer sity of Washington School of Dentistry, Pediatric
Dentistry. On-going collaborationwith medical providers
to create a new access pathway to help vulnerable families
achieve good oral health. UW and community partner-
shipsinclude: South Park Community Center/School of
Nursing/Husky Smiles, Wonderland Birthto Three
Developmental Center/DECOD/Reach Out and Read/
American Academy of Pediatrics, Street LinksV an Project/
SPARKS. http://www.dental .washington.edu/pedo/

Univer sity of Washington Or al Health Collabor ative, a
component of the U W Dental Hygiene Degree Comple-
tion Program. Collaborativeactivitiesarelinked to day
care and preschool centers, among other agencies.
Looking for helpin planning or teaching about oral health
or oral hygiene? Need tooth fairies? A puppet show?
Ideasfor parents, infants and toddlers? Contact Univer-
sity of Washington Oral Health Collaborative at http://
depts.washington.edu/dhyg/collaborative/

Washington State Dental Association'sadvocacy
programsinclude: Anti-Spit Tobacco programfor junior
high students; Take-A-Bite program promotes preventive
dental careto the general public through radio spots and
informational kits; 3-Point Play for Oral Healthand Safety,
aneducational programfor children; National Children’s
Dental Health Month activities.

Washington StateDental HygieneAssociation
(http://www.wsdha.org) in coordinationwith dental
hygiene education programs, local component groups
organize screenings, sealants, and restorative clinics each
February and March.

Oral Health Resources

Oral Health Resour ceCenter, Washington Dental Service,
206/729-5545, resourcecenter @ddpwa.com.
Providesinformation on free or low-cost education materials,
including Pediatric Oral Health Reference Cards. TheOral
Health Resource Center provideslinksto education materials,
contacts to community efforts, and the Roots list-serve. To
jointhelist-serve, e-mail resourcecenter@ddpwa.com

TheAmerican Dental Association

http://www.ada.org/

TheAmerican Dental Hygienists Association

http://www.adha.org/

IncludesConsumer Information.

CDC’sOral Health Program
http://www.cdc.gov/ncedphp/oh/

Includes Fluoridation Fact Sheet, Toothbrush Procedures for

Schools, and other educational publications

Bright Futuresin Practice: Oral Health

http://www.brightfutures.org

Fluorideworks

http://www.fluorideworks.org

A partnership of 20+ Washington organizationsto provide

information onwater fluoridation.

Proctor and GambleDental Resour ceNet

http://www.dental care.com/

ItincludesPatient Educationand Library Online.

ColgateOral Care

http://www.colgate.com/cp/corp.class/oral _care/index.jsp

Crest Family CareCenter

http://www.crestsmiles.com

TheDental Zone
http://www.saveyoursmile.com

TheWorld of Dentistry Online

http://www.floss.com

Healthy M other s, Healthy Babies

“Baby Book,” section on oral health. Availablein English
and Spanish. Call 1- 800-322-2588.

ContactingYour StateDental Association
Dental Associationsareagold mine of information. Contact
the dental society in your state to learn about local activities
for National Children’sDental Health M onth each February.

* Alaska State Dental Assoc. - http://www.akdental .org/
|daho State Dental Assoc. - http://www.isdaweb.com/

» Oregon State Dental Assoc. - http://www.oregondental .org
» Washington State Dental Assoc. - http://www.wsda.org
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Calendar

April 23-24, 2001, 26th Annual
Adolescent Sexuality Conference
Sponsored by Marion County Health
Department, Seaside, OR
ContactKristinNelsonat 503/373-3751
ore-mail knelson@open.org

April 29-May 2,2001, AAPHD/
ASTDD National Oral Health
Conference, Portland, OR

503/ 226-7600
http://www.pitt.edu/~aaphd

May 3-5, 2001, Society for Public Health
Education'sMidyear Scientific Meeting
"Celebrating Diversity inaClimatefor
Wellness," in Sesttle, WA

Contact: www.sophe.org

May 4-8,2001, Voice2001: The
National ConferenceonHIV/AIDSand
Children, Y outh& Families, Washing-
ton, DC, Contact: Chip Heath 202/ 785-
3564 Email: chesth@ai ds-alliance.org

May 19-23, 2001, Spring Primary Care
Association Conference, Anchorage,
AK, Clinical and Dental travel support
may beavailable.

Contact: chyrne@nwrpca.org
WWw.nwrpca.org

May 21-23, 2001, Tenth Conference on
International Safe Communities,
Anchorage, AK, Injury Prevention
Center,907/929-3939,

Contact: hudson@hotmail.comWeb:
www.alaskaripc.org/page_31.htm

May 23-25, 2001, 24th Annual NRHA
Conferenceon Rural Health

"2001: A Rural Health Odyssey: New
Horizons, New Paths," Dallas, TX,
Contact: mail@NRHArural.org 816/
756-3140

May 29-June1, 2001, 35th National
Immunization Conference, Atlanta, GA,
Contact: Rick Nelson404/639-8211,
Email: RNelson@cdc.gov
http://www.cdc.gov/nip/nic/

June 20 - 23, 2001, 11th Annual
Conference, Social MarketinginPublic
Health, Clearwater Beach, FL,

Contact: gphillip@hsc.usf.edu
Website: publichealth.usf.edu/conted/

June18to July 15, 2001 Summer
Institutefor Human Sexuality Studiesat
San Francisco State University (SFSU)
For information, seeweb site:
http://hmsx.sfsu.edu/
summerinstitutel.htm.

September 7, 2001, Washington State
Ora Health Coalition, "Community
Rootsfor Oral Health", Ellensburg,
Contact: driter@ddpwa.com

Octaober 8-10, 2001, Washington State
8th Annual Joint Conference on Health,
Y akima, WA, Contact: Kathy Kimsey
425/377-1477; Fax: 425/ 397-8309,
Email: kathy @wspha.org

Public Health Seattle King County
999 Third Avenue, Suite900

TheFirst Interstate Bldg
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